Introduction {#sec0001}
============

The rapid development of COVID-19 has completely altered the context of health care across the UK and around the world. The speed and severity of the pandemic has taken us all by surprise, priorities have shifted and the balance of risks has changed. Things that seemed to be of the greatest importance only a few weeks ago have been swept away. Practice environments have changed almost beyond recognition, especially in hospitals, and a heightened sense of urgency and even fear can, understandably, predominate. The public health and medical imperative is such that there is a perception that the needs, preferences and decisions of childbearing women and even their rights and those of their babies are less important or even irrelevant ([@bib0009]).

At such a time of rapidly changing priorities and heightened awareness of risk, and despite the overwhelming sense of crisis, a focus on evidence is essential to inform decision-making and to avoid harm. Making swift, if well intentioned, changes without evidence of effectiveness may lead to unanticipated consequences which could seriously compromise the quality of care and outcomes. Maternity workload pressures have increased as a result of the pandemic. Staff have had to self-isolate to protect their own health or when family members are infected. The priority of keeping women and babies -- and staff - safe in a pandemic means that we must have the ability to balance the restrictions required to control the spread of infection with the essential, evidence-informed principles of safe, effective, equitable, respectful, kind and compassionate care ([@bib0043]). Is this a dilemma? No, there must be no trade-off between protecting the health and wellbeing of midwives and other health workers, and the rights of women and babies. Both are imperative. If we fail there is a real risk that the safety and rights of women and babies will be seriously compromised ([@bib0019]; [@bib0021]; [@bib0022]).

In this paper we reflect on the immediate response of the maternity services in the UK to the coronavirus pandemic, and the evidence-informed developments that are now emerging (May 2020). We propose a way forward that includes seeking the views of women themselves and their families and the staff who care for them in designing safe and sustainable maternity and neonatal services in the context of coronavirus, recognising that the impact of COVID-19 will last for some years. We present a set of core principles that should be at the heart of care planning and delivery both during and after the pandemic.

Changing health care environment {#sec0002}
================================

All of us started from a point of ignorance about this coronavirus. Health professionals and service managers acted swiftly, based on general knowledge of infection control, but we were all ill prepared for the magnitude of this pandemic ([@bib0016]). The scientific community responded at an astonishing rate; specific evidence and information about COVID-19 is being produced, published, and disseminated at a rate never seen before (e.g. <https://www.rsm.ac.uk/latest-news/2020/covid-19-resources-roundup/>). A constant stream of information from countries with experience of this virus is now helping to inform policy and practice. New decisions are being made every day and guidelines are being developed and updated at pace e.g ([@bib0052],[@bib0067]; [@bib0053]; [@bib0068]). The scale and scope of new collaborations and structures is unprecedented and every aspect of health care is now viewed through a COVID-19 specific lens.

Healthcare managers, policy-makers, and practitioners are all being tasked with making the most important decisions at speed, keeping up with and adapting to guidance that changes frequently as new information emerges, and communicating this effectively to wider staff groups. Anticipated and actual stark increases in the numbers of seriously ill patients and deaths resulting from COVID-19 have propelled health systems to focus on limiting and managing the spread of coronavirus infection. It is important that the response does not create risks that outweigh any benefits, and does not break down existing systems and practices that are critical to survival, health and wellbeing.

Changing maternity care environment {#sec0003}
===================================

This broader health system response is being manifested in maternity services both in the UK and across the world. Despite the fact that the majority of women and babies are healthy and without serious complications, a focus on acute clinical care is becoming dominant, along with restrictions on practice and behaviour aimed at limiting the risk of cross-infection.

International reports indicate an extensive impact on the quality of care and human rights of women and babies; there are reports from US and China, for example, of mothers being routinely separated from their newborn babies ([@bib0062]) and reports of over-medicalisation including escalating caesarean section rates in some countries ([@bib0013]).

In the UK, guidelines have been changing rapidly and circumstances vary from region to region, but in the immediate response phase a number of recommended changes were implemented across the country that significantly changed practice and imposed restrictions on services, staff, and women. Services have had to be reconfigured to cope with staff shortages of an average of 20%, up to 40% in some areas ([@bib0049]) as a result of staff sickness and self-isolation on top of existing workforce constraints. Concerns were initially expressed that maternity staff in the UK might be redeployed to general nursing roles, potentially further depleting already stretched maternity services ([@bib0037]; [@bib0048]). Some non-acute, but important, services such as antenatal and postnatal care were changed to predominantly virtual delivery, and many infant feeding services were closed and replaced with virtual support, much of it from voluntary groups ([@bib0048]). There was pressure to close or seriously limit provision of community services despite important lessons from other countries indicating that community based care is likely to be safer ([@bib0035]; [@bib0044]). Restrictions were imposed on births at home and in freestanding midwifery units in some areas ([@bib0057]), and as a consequence, more women are being cared for in hospital settings. Continuity of care schemes were closed in some areas. Companionship in labour was restricted. There were reports of babies being separated from their mothers, not always for justifiable reasons ([@bib0004]; [@bib0010]). Ancillary services such as ambulances were focussed on patients with COVID-19, and there have been concerns over their availability for emergency maternity transfers. Perhaps unsurprisingly given this context, there have been reports of increased anxiety in pregnant women and in women planning to have unassisted childbirth ('freebirth') ([@bib0058]).

Decision-making in times of uncertainty {#sec0004}
=======================================

We are in a situation of unprecedented uncertainty on a global scale. In this fast-changing, frightening situation, where staff are in short supply and there seems little or no time to weigh up options, it is not surprising that the immediate reaction may be to revert to old patterns of command and control. This could be described as default or status-quo bias ([@bib0024]). It is not a helpful response, however, for the short and the longer-term safety, health and wellbeing for women, babies, families, or, indeed for staff and students. Any restrictive practices that are being implemented run counter to the knowledge that safety has physical, psychological, social, cultural, and spiritual dimensions ([@bib0038]).

Research in psychology has demonstrated that when people are working in stressful situations under pressure of time, with access to extensive yet conflicting information from multiple sources, and when outcomes are uncertain, they tend to make more decisions based on intuition, gut feelings or heuristics (rules of thumb) rather than on rational thinking ([@bib0025]). In the early days of the pandemic when maternity-specific COVID-19 guidance was unavailable, recourse to these decision-making strategies was the immediate response. While intuitive, tacit knowledge can serve us well in familiar situations the risk is that in these uncharted times the whole system reverts to old patterns of behaviour; in this case, risk-averse and intervention-orientated patterns that run counter to current evidence become predominant. Centralising services and limiting women\'s options risks returning us to the institutionalised, routine-led focus that predominated in the later 20^th^ Century, or taking us into new patterns of following infection control-led regulations. Developing new practices quickly in the absence of evidence, such as remote and digital consultation, and even home-based electronic fetal monitoring ([@bib0060]; [@bib0061]), goes against the grain of evidence-informed practice and risks unanticipated adverse consequences.

In making rapid decisions in response to this time of crisis there is a real risk that we could lose many of the important gains we have made in terms of safe, quality, personalised care for women, babies and families. Existing evidence-informed approaches are likely to be disrupted or need to be reconsidered; but ensuring further harm does not result from the responses to the situation is critical. Decision-making needs to be informed by existing evidence on quality care together with emerging evidence on the new disease.

Quality still matters, and midwives matter more than ever {#sec0005}
=========================================================

There have been extensive improvements in knowledge and in best practice over the last 30 years. We know and understand the key components of good quality, safe care that improve the survival, health and wellbeing of women and newborn infants ([@bib0043]; [@bib0033]; [@bib0063], [@bib0064], [@bib0065]). But these practices may be under threat in some areas as system-wide responses to the pandemic are implemented ([@bib0045]). Focussing primarily on interventions, important as those can be, risks losing many of the elements of care that make a difference to the safety, health and well-being of women and babies. The loss of key evidence-informed aspects of safe, quality care will have long-lasting consequences for individuals, families, and wider society. These aspects may include continuity of care and carer; community-based services; midwifery-led, women-centred and individualised care that takes into account the context of women\'s lives; provision of public health information and support; optimising normal processes; avoiding unnecessary interventions; promoting skin-to-skin contact and attachment; enabling women to breastfeed; and supporting women\'s mental health ([@bib0059]; [@bib0006]; [@bib0008]; [@bib0043]; [@bib0005]; [@bib0054]; [@bib0023]; [@bib0033]; [@bib0034]; [@bib0017]; [@bib0032]; [@bib0056]; [@bib0007]). Mental health is already likely to be adversely affected by the anxiety and fear generated by the coronavirus, so it is especially important not to aggravate this for women, or for staff, by unnecessary and potentially adverse changes to services ([@bib0031]).

Importantly, students are learning in a context of altered priorities - what matters during this pandemic - and this is likely to influence the way they care for women, babies, and families on into the future ([@bib0030]).

Even in times of crisis - especially in times of crisis - keeping women and babies safe needs a broader view of the evidence, and of the concept of 'safety'. We need to guard against unintended adverse consequences. Centralising services in hospitals may reduce women\'s access to care, lose the benefits of community-based care, and increase exposure to infection for women, families, and midwives ([@bib0045]). Returning to fragmented care loses the key safety attributes of continuity, in particular for the vulnerable women experiencing multiple disadvantage who may fall though the net ([@bib0007]). Denying women companionship throughout labour will result in increased interventions, increased length of hospital stay, and increased exposure of women and staff to cross-infection ([@bib0029]). Separating women and babies increases the risks of other infections, interferes with breastfeeding and skin-to-skin care, and loses the essential short- and long-term physiological and psychological benefits of mother-baby contact ([@bib0040]; [@bib0018]; [@bib0002]). It is vitally important that the postnatal service is not further weakened or fragmented while COVID is made an excuse for doing so; rather, women\'s need for postnatal care and support is likely to increase at this time of social isolation. The increased workload, anxiety, and stress that staff face every day is likely to be detrimental to their own physical and mental health and result in burnout and deteriorating workplace behaviours if measures are not put in place to prevent this ([@bib0039]).

We still need to keep front and centre the key contribution that quality midwifery care offers. Midwifery still matters to the safety, health and well-being of women and newborn infants -- now more than ever.

Sustaining quality in the context of a pandemic {#sec0006}
===============================================

The global scientific community has responded swiftly to the need for new knowledge (e.g. <https://www.thelancet.com/coronavirus>). In the UK, pro-active collaboration between interdisciplinary researchers and health professionals is producing regularly updated evidence reviews and guidance ([@bib0012]; [@bib0029]; [@bib0044]; [@bib0047], [@bib0046]; [@bib0051]). It is clear that as we learn more about COVID-19 and as the system adapts from the actions required in the immediate crisis response, some of the initially restrictive practices imposed in maternal and newborn care in the UK are easing.

What is emerging is the possibility of developing evidence-informed, safe, quality, COVID-relevant practice. Examples include the re-establishment of community care and women-centred care, even in COVID-intense areas such as London and Birmingham ([@bib0011]; [@bib0055]). Guidelines are becoming less restrictive and lessons are being learned to identify effective strategies ([@bib0050]). There are emerging reports that high quality, easily accessible virtual postnatal and breastfeeding support may be effective and welcomed by many women. Innovative solutions will be needed -- and some are already evolving - to solve the challenges of emergency transport and workforce shortages, and to continue to provide the information, care and support that women need throughout their childbearing journey ([@bib0015]). More widespread testing will help to inform levels of infection risk for staff and students and a population-based approach for women, newborn infants, and families.

Maternity care cannot be cancelled or postponed, as elective procedures can (even though with harmful consequences). Pregnancy and birth continue, just as before. And the need for childbearing women and their newborn infants to have quality care continues, so they stay safe and well, and so they have straightforward access to additional care when complications occur. Services must be accessible and appropriate for all, and care must continue to be equitable, respectful and compassionate, to avoid discrimination and any increase in inequalities resulting from this crisis ([@bib0039]).

The health system must continue to support the health professionals who provide this care, and enable them to do the job that women and their babies and families need. Otherwise women and newborn infants will become ill or die of preventable causes. This includes ensuring that maternity staff can practice in safe conditions such as access to appropriate personal protective equipment (PPE), moving those who are likely to be vulnerable to coronavirus away from front line care, mitigating the very real concerns and anxieties that staff have about their own health and the health of their families, and taking particular care of the students who are working in front-line care.

To optimise outcomes for women and babies, evidence-informed and COVID-relevant core principles for maternity care and services are needed. These key principles are drawn from evidence on quality care and current information on maternity care in this pandemic ([@bib0043]; [@bib0022]; [@bib0041]; [@bib0051], 2020a; [@bib0068], [@bib0066], [@bib0067]). They call for maternity and newborn services to:○Continue to provide evidence-informed, equitable, safe, respectful, and compassionate care for the physical and mental health of all women and newborn infants, wherever and whenever care takes place○Protect the human rights of women and newborn infants○Ensure strict hygiene measures, and social distancing when possible○Maintain community services and continuity if possible○Ensure birth companionship by the women\'s own chosen companion○Prevent unnecessary interventions○Enable close contact between mother and newborn infant from birth○Promote, enable, and value breastfeeding and support women to breastfeed○Involve women, families, and staff in co-designing and implementing changes○Monitor the impact of changes including assessment of unanticipated consequences○Protect and support maternity and neonatal staff and students, including their mental health needs

The final principle is as critical as the others. It is understandable that staff who are having to work with possibly infected people every day will have concerns that they, or their family, might become infected. Healthcare staff did not sign up to be 'heroes fighting on the frontline', yet many are becoming infected with coronavirus themselves, and some have died. Some staff will themselves be pregnant, have older or vulnerable family members, or child care responsibilities, or be of a Black, Asian and minority ethnic group (BAME), which evidence shows makes them more vulnerable to COVID-19 ([@bib0001]). Strict hygiene measures that restrict birth companionship and keep mother and baby apart may make some staff safer -- and feel safer. The moral distress of not being able to give the quality of care they know is needed, however, and of witnessing the distress of the mother, birth companion, and family, and of knowing their care could contribute to sub-optimal experiences and outcomes, is also a vital safety consideration for staff and students ([@bib0014]). Their needs should not be ignored as this crisis continues into the foreseeable future.

Students are especially vulnerable as they encounter situations they are not yet fully prepared for. They must be supported and their learning needs acknowledged. When this crisis stage is behind us, students must be allowed to re-group and to be supported in considering the impact this extraordinary situation has had on them. They must be given the opportunity to learn the full range of knowledge and skills needed for quality midwifery care ([@bib0020]; [@bib0038]).

Developing a new norm - listening to women and to staff, and to emerging evidence {#sec0007}
=================================================================================

It is tempting to see this pandemic as a battle between public health constraints and the rights and preferences of people -- in this case, women and their babies and families. In some parts of the world, that is, sadly, what is happening. But it should be possible to align these agendas and to evolve COVID-relevant, evidence-informed, rights-respecting, effective and compassionate public health and clinical policy, guidance, and practice. It is especially important that areas which have not yet experienced the peak of COVID-19 learn the lessons from places that are ahead of them on the curve to avoid the inadvertent harm that might be caused by overly-restrictive practices.

It is becoming clear that this virus will be with us for many months or even years, and further peaks of infection may occur. A new norm is needed for maternity care and services.

To develop high quality COVID-relevant solutions we need a pro-active strategy, grounded in evidence and co-created with women, families, and staff. Together, we must develop sustainable practice and longer-term planning for our new normal world. What do women and families see as the essential elements of quality care in a context in which coronavirus remains a risk? How do they, and the health professionals who work with them, consider services should best be organised to keep people safe, considering physical, psychological, social, cultural, and spiritual aspects of safety? Research is needed to understand and mitigate the appalling impact that the pandemic has had upon the BAME community, including those in the healthcare workforce ([@bib0003]). Participation, consultation, and listening to women and staff remain as relevant now as they were before this pandemic started ([@bib0042]; [@bib0036]). The early results of the UKOSS COVID-19 in pregnancy study have recently been published ([@bib0028]; <https://www.npeu.ox.ac.uk/ukoss/current-surveillance/COVID-19-in-pregnancy>). They strengthen the previous observation that people from BAME groups are most at risk, and provide new knowledge to help plan services. Further findings from UKOSS and other studies are needed to identify the changes to systems of care that matter to women, families, and to midwives and their ability to provide quality midwifery care ([@bib0026], [@bib0027]).

We should value and retain the positive aspects of the informed, coordinated, and collaborative response to this pandemic, and at the same time we should ensure that the essential evidence-informed components of care that keep women and babies safe and optimise their health and well-being are securely embedded in all service provision. There are signs that this is already happening in the UK and across the world, as the early stage of urgent change moves into a better informed and more constant situation; and that gives us hope.

Sustaining quality midwifery care in a pandemic and beyond {#sec0008}
==========================================================
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